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SUMMARY.-The paper deals with20 benign tumours of the nipple and areola.
The most common lesion was adenoma or florid papillomatosis (11 cases).
On the basis of clinical and histological differences, the cases were divided into
two groups.
Group I.-Tumours showing an adenomatous pattern (5 cases) appro-
priately termed adenoma of the nipple. Chief clinical features were younger
age, long duration and enlargement of the nipple as a predominant symptom.
Histological characteristics were elongated tubules separated by a varying
amount of fibrous stroma and squamous metaplasia in some of the cases.
Group II.-Tumoursshowing apapillomatouspattern(6cases)appropriately
designated as florid papillomatosis. Clinically, the patients were older. Chief
complaint was bleeding from the nipple of a few months' duration. Histo-
logically, dilated lactiferous ducts were seen filled with papillary, cribriform
and solid growth of cells. Other features such as apocrine metaplasia, foam
cells and central necrosis were observed.
The interpretation of this grouping is discussed.
A case of adenoma of an accessory nipple is reported.
Other benign tumours observed were five papillomas, one leiomyoma,
one haemangioma, one fibroma and one lipoma.
As against the extremely common involvement of the mammary gland by
neoplastic processes, primary tumours ofthenipple are indeed rare. The common-
est among them is the florid papillomatosis or adenoma of the nipple, an entity
first describedby Jones in 1955, which often presents itselfwith classical signs and
symptoms ofPaget's disease and is easily confused histologically with carcinoma.
TABLE I.-Benign Tumours of the Nipple and Areola
Number of
cases
Florid papillomatosis (adenoma) I I
Intracyst'c papilloma 5
Leiomyoma I
Haemangioma I
Fibroma 1
Lipoma I
Total 202 VATSALA M. DOCTOR AND M. V. SIRSAT
Thispresentation consists of20 cases ofbenign tumours ofthenipple and areola
encountered at the Tata Memorial Hospital, during the past 30 years. Table I
shows the break-up ofthese 20 cases.
FLORID PAPILLOMATOSIS (ADENOMA OF THE NIPPLE)
Onthebasis ofcertain clinical andhistological differencesobserved,the patients
were divided into two groups.
Group I.-Those showing an adenomatous pattern (5 cases).
Group II.-Those showing a papillomatous pattern (6 cases).
Clinical Features
Group I.-Table 11 summarizes the clinical features of cases showing an
adenomatouspattern.
TABLE II.-Summary of Clinical Data on Cases Showing an Adenomatous Pattern
Age of
onset Serial
No. Path. No. (years) Sex Community
1* . C-2 30 Female . Not
mentioned
2 . 6518-B 40 . Female . Moslem
3 . 3816-F 36 . Female . Hindu
4 . 10598-AA 24 . Female . Hindu
5 . 1652-AB . 23 . Female . Hindu
Chiefcomplaints
Enlargement ofthe right
nipple withpain
Continuous painright
nipple and areola
associatedwith serous
discharge. Nipple fixed
and retracted
Swelling left nipple
gradually increasing in
size
Swelling beneath the right
breast since birth.
Recenthistory of
enlargement, ulceration
with serous discharge
Swelling right nipple
Duration
8
months
5
years
5
years
II
years
. I year
* This case is reported in detail by Vakil and Sirsat (1965).
TABLE III.-Summary of Clinical Data on Case-s ShowingPapillomatous Pattern
Age of
onset
Path. No. (years)
6157-B 60
Serial
No.
1
Sex Community Chiefcomplaints
Female Moslem Irritation ofthe right nipple
withbleeding
Female Hindu Excoriation and irritation
ofthe leftnipple with
bloodstained discharge
Female Hindu Hardpapillarygrowth left
nipple
Female Hindu Bleeding from the right
nipple with
" eczema
Female Hindu Bleeding from the right
nipple
Female Hindu Bleeding from the right
nipple with nodular
swelling
Duration
4
months
8
months
2
months
10
years
4
months
I year
2 . 8710-C 40
3 . 1824-F
4 . 76-AB
5 . 2966-AB
6 . 3156-AB
39
30
32
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It can be seen that the patients belonged to the third and the fourth decades.
The predominant presenting symptom was swelling of the nipple, in 2 cases
associated with pain and serous discharge. There was no history of bloodstained
discharge in a single case.
Group II.-Table III summarizes clinical features of cases showing a papillo-
matous pattern.
The patients showing a papillomatous pattern were women in their fourth
decade of life or later. Bleeding from the nipple was the presenting symptom in
5 out of6 cases. It was associated with excoriation andswelling in two cases each.
Pathological Features
Group I
Gross ob8ervations.-The nipple was enlarged varying in size from 0-8 to 4 cm.
in diameter. On cutting, the entire nipple was occupied by a firm, greyish white
nodule with ill-defined margins.
Micr08C0piC features.-The tumours showed elongated tubules running in
various directions separated by varying amounts of fibroblastic stroma (Fig. 1,
2 and 3). The tubules were lined by a regular double layer of epithelium, an
inner columnar or cuboidal and an outerelongated myoepithelial. At places, the
tubules showed slight to moderate proliferation of the lining epithelium. The
nuclei were regular and uniform. One tumour showed extensive squamous
metaplasia of the tubules (Fig. 3 and 4). The surface epithelium covering the
tumour was intact in most of the cases with tubules opening on to it. Super-
ficially, the tubules were dilated and showed squamous metaplasia, their lumina
being filled with keratinized material (Fig. 2). The latter showed at places
evidence of calcification. The tumour in the accessory nipple showed mainly
an adenomatous pattern with areas similar to syringadenoma papilliferum of the
skin.
Group II
Gross observations.-The specimens showed a firm enlarged nipple measuring
up to 1-5 cm. in diameter. The surface was irregular and excoriated. The
cut surface showed the nipple replaced by a whitish homogenous mass.
Microscopic features.-The chief feature of this pattern was the presence of
large lactiferous ducts showing marked intraductal proliferation of the lining
cells in the form ofpapillary, cribriform or solidgrowth (Fig. 5, 6, 7 and 8). They
were surrounded by a single layer ofmyoepithelial cells. The cells were cuboidal
or polygonal and showed ovoid uniform nuclei. Two tumours showed apocrine
metaplasia of the lining cells (Fig. 9). Other features of this pattern were the
presence offoam cells (Fig. IO), and necrosis in the centre ofthe ducts (Fig. II).
The adjoining breast parenchyma, whenever available for study, showed
evidence of chronic cystic mastitis with apocrine metaplasia. A large intracystic
papilloma was seen in two cases (Fig. 12).
The tumours could be verv easilv separated into one ofthe two types as there
was very little overlap of the chara-cteristic features mentioned above, i.e.
papillary areas, apocrine metaplasia and presence of foam cells were seen in none
ofthe tumoursshowing an adenomatouspattern. Similarly, tubulararrangement4 VATSALA M. DOCTOR AND M. V. SIRSAT
andsquamousmetaplasiaofanappreciabledegree werenot seenintumours showing
a papillomatous pattern. Table IV summarizes the main features of the two
patterns.
One tumour was observed in an accessory nipple. Being the first of its kind
observed in this unusual site, a detailed account of the clinical and pathological
features is given below.
TABLEIV.-Summary of Clinical and Histological Features of TumoursShowing
Adenomatous andPapillomatous Patterns
Adenomatous pattern Papillomatous pattern
Clinical features: Patients in 3rd and 4th decades Patients in 4th decade and over
Long duration extending over Short duration usually in months
years
Presenting symptom-swelling or Presenting symptom bleeding
enlargement of the nipple from nipple
Histological features: Tubular arrangement Intraductal papillaxy, cribriform
and solid growth of cells
Squamous metaplasia of the Apocrine metaplasia of the ducts
tubules
Fibroblastic stroma Presence of foam cells and central
necrosis in the ducts
Resemblance to sweat gland Resemblance to intracystic
tumours papillomatosis of breast
parenchyma
Case History
A female patient aged 26 years (Path. No. 10598-AA) complained of a small
nodule on the lateral aspect of the chest beneath the right breast since birth.
Forthepast 1 1 years, the nodule hadgraduallyenlarged in size with ulceration and
serous discharge. One examination, there was an ulcerated brownish papillary
growth over the skin beneath the right breast. The lesions was completely
excised with a margin of normal skin surrounding the tumour.
The specimen received in the laboratory consisted of a brownish warty mass
measuring 4 x 2 cm. in size surrounded by about 1 cm. of normal skin. On
cutting, the tumour was well circumscribed and presented a greyish-white
appearance.
On histological examination, the entire epidermis covering the tumour was
replaced by a double layer of epithelium arranged in a papillary fashion and as
crypts dipping into the dermis (Fig. 13). The stroma of the papillae and the
crypts showed dense collections oflymphocytes andplasma cells. The appearance
wasreminiscentofsyringadenomapapilliferum ofthe skin(Fig. 14). Inthedeeper
portion were seen elongated tubules running in various directions (Fig. 15). This
portion ofthe tumour occupied the entire dermisreaching up to the subcutaneous
tissue. The cells lining the tubules were mainly cuboidal or columnar surrounded
by a single layer of flattened cells. At places the tubules showed a moderate
degree ofproliferation of the lining cells. Some of the tubules showed squamous
metaplasia of the lining epithelium (Fig. 16). Superficially, the tubules were
running perpendicular to the surface and opening directly on to it (Fig. 17). The
deeper portion of the tumour showed a structure indistinguishable from that
observed in adenoma of the nipple showing an adenomatous pattern.5 FLORID PAPILLOMATOSIS OF NIPPLE
OTHER BENIGN TUMOURS OF THE NIPPLE AND AREOLA
Intracysticpapilloma of the nipple
There were 5 cases ofintracysticpapilloma ofthenipple. Table V summarizes
the clinical features in these cases.
TABLEV.-Clinical Data on 5 Cases ofIntracysticPapilloma ofNipple
Serial Age
No. Path. No. Sex (years) Chiefcomplaints Clinical findings
1 B-608 Female 51 Serosanguinous discharge
. Nipple
" eczematous ". A
from nipple for 1 year cord-like massmeasuring
4 cm. in the long axis
involving the nipple and
adjoining areola
2 856-J Female 44 Bleeding from left nipple The left nipple retracted,
for 20 days ulcerated and shows a
papillomatous growth
3 534-P Female 65 Serosanguinous discharge The nipple enlarged 4
from right nipple of 6 times the normal size
month's duration
4 2306-U Fernale 38 History not available
5 514-Z Female 29 Serosanguinous discharge A firm nodule felt in the
nipple
Pathological features.-Gross examination of the excised specimens revealed
enlargednippleswhich were also retractedand, in one case, ulcerated. Oncutting, dilated cystic ducts filled with whitish papillary masses were seen.
Microscopic examination showed dilated and cystic ducts just beneath the
nipple epithelium. They werepartially or completely filled with apapillary mass
composed of delicate anastomosing papillary processes covered by a columnar
epithelium (Fig. 18). The cells showed ovoid, uniform nuclei. The appearance
of the papillomas was indistinguishable from that observed in intracystic papillomas of the breast parenchyma.
Leiomyoma ofthe nipple
A male patient aged 40 years (Path. No. 2230-X) complained ofenlargement of the nipple of 5 years' duration. It was increasing in size for one year and had
become painful. There was no discharge from the nipple.
Pathological features.-The stratified squamous epithelium was raised by a
well circumscribed nodule composed ofintersecting bundles ofelongated fusiform
cells. Thenuclei wereelongatedandshowedbluntroundedends. Thecytoplasm showed the presence of myofibrils (Fig. 19).
Haemangioma ofthe nipple
A male patient aged 16 years (Path. No. 1086-Y) complained ofbleeding from
the nipple. On examination, a small nodular growth was observed involving the left nipple and adjoining areola.
Pathological features.--Just beneath the epidermis were seen proliferated capillary spaces lined by a single layer of swollen endothelial cells. The lumina
were filled with red blood cells (Fig. 20).6 VATSALA M. DOCTOR AND M. V. SIRSAT
Fibroma of the nipple
A female patient aged 30 years (Path. No. 7256-C) came with the complaints
of a small warty growth in the left nipple of 2 months' duration. It was accom-
panied by ulceration and bloodstained discharge for 8 days. Menstrual and
obstetric history revealed nothing abnormal. On examination, there was a
smallpedunculatedpapillomatousgrowthinvolving the leftnipple with an excori-
ated surface. It exuded serous fluid on pressure.
EXPLANATION OF PLATES
FIG. l.-Photomicrograph showing typical adenomatous pattern consisting of tubules running
in various directions separated by fibroblastic stroma. H. and E. x 22. (Path. No.
6518-B).
FIG. 2.-Photomicrograph shows tubules arranged in an adenomatous pattern. Just
beneath the epidermis are seen dilated tubules filled with keratinized material. H. and E.
x 13. (Path. No. 3816-F).
FIG. 3.-Photomicrograph of a tumour showing extensive squamous metaplasia of the
tubules which are converted into solid cords. H. and E. x 78. (Path. No. C-2).
FIG. 4.-High power view of the same tumour shown in Fig. 3. H. and E. x II0. (Path.
No. C-2).
FIG. 5.-Photomicrograph of entire tumour showing papillomatous pattern. Inset shows
dilated ducts filled with solid growth of cells. H. and E. x 7; Inset x 65). (Path.
No. 76-AB).
FIG. 6.-Photomicrograph of tumour showing papillary, solid and cribriform patterns.
H. and E. x 58. (Path. No. 2966-AB).
FIG. 7.-Photomicrograph showing two dilated tubules completely filled with proliferated
cells-papillomatous pattern. H. and E. x 58. (Path. No. 76-AB).
FIG. 8.-A tumour showing papillomatous pattern. Note the dilated lactiferous ducts
partially or completely filled with proliferated cells. H. and E. x 16. (Path. No.
3156-AB).
FIG. 9.-Photomicrograph shows ductsshowing anapocrinemetaplasia oftheliningepithelium
-same case as shown in Fig. 5. H. and E. x 70. (Path. No. 76-AB).
FIG. IO.-Photomicrograph shows a dilated duct filled with foam cells. H. and E. x 70.
(Patb. No. 76-AB).
FIG. 1I.-Photomicrograph shows the centre of a duct filled with necrotic material. H. and E.
x 61. (Path. No. 2966-AB).
FIG. 12.-Photomicrograph shows an intracystic papilloma adjoining a nipple showing florid
papillomatosis. Areas similar to the papilloma can be seen in the upper part of the lesion.
H. and E. x 4. (Path. No. 76-AB).
FIG. 13.-Photomicrograph of a tumour in an accessorynipple. The entire surface is replaced
by tumour cells arranged in a manner reminiscent of syringadenoma papilliferum of skin.
The deeper portion of the tumour is composed of tubules arranged in an adenomatous
pattern. H. and E. x 4. (Path. No. 10598-AA).
FIG. 14.-High power view of the superficial part of the tumour shown in Fig. 13. It shows
epithelium thrown intopapillary folds with collections oflymphocytes andplasma cells in the
stroma' derneath. The ap un pearance is indistinguishable from syringadenoma papilliferum
of the skin. H. and E. x 60. (Path. No. 10598-AA).
FIG. 15.-High power of the deeper porti'on of the tumour shown in Fig. 13, composed of
elongated tubulesrunning in various directions. H. and E. x 25. (Path. No. 10598-AA).
FIG. 16.-Same case asFig. 13. A tubule shows squamousmetaplasia oftheliningepithelium.
H. and E. x 230. (Path. No. 10598-AA).
FIG. 17.-Same case as Fig. 13. Tubules are seen opening on the surface. H. and E. x 84.
(Path. No. 10598-AA).
FIG. 18.-Photomicrograph showing apapilloma of the nipple. H. and E. x 71; Inset x 84.
(Path. No. 534-P).
FIG. 19.-Photomicrograph of aleiomyoma ofthe nipple. Inset shows high power view of the
tumour cells. H. and E. x 11; Inset x 80. (Path. No. 2230-X).
FIG. 20.-Photomicrograph shows histological appearance of haemangioma of the nipple.
H. and E. x 80. (Path. No. 1086-Y).
FIG. 2l.-Photomicrograph of a fibroma ofthe nipple composed ofloosely arranged fibroblasts
separated by abundant collagenous fibres and scattered capillaries. H. and E. x 12.
(Path. No. 7256-C).BRITISH JOURNAL OF CANCER. Vol. XXV, No. 1.
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Pathologicalfeature,8.-The excised specimen consisted of a small firm nodule
measuring 0-5 cm. in diameter covered with skin. The tumour was composed of
fascicles offibroblasts with abundanthyalinizedcollagenous tissue. Among these
were scattered few dilated blood capillaries (Fig. 21).
Lipoma of the areola
A married female patient aged 36 years (Path. No. 3574-X) complained of an
almond sized nodule in the areola adjacent to the right nipple of 2 months'
duration. It was progressivelyincreasing in size and was associated withitching.
There was no discharge from thenipple.
Pathological features.-Specimen consisted of an avoid well circumscribed
massmeasuring 1-5 cm. in thelong axis. Cut surface wasyellowish in appearance.
Section showed a typical appearance of lipoma consisting of well circumscribed
adipose tissueinterspersedby thin septa of connective tissue.
DISCUSSION
Benign tumours of the nipple pose an interesting problem for the clinicians
from the standpoint of differential diagnosis. As many of the clinical features
like pruritus, serosanguinous discharge, excoriation, nodular enlargement are
shared alsobyPaget's disease ofthe nipple, histological examination ofthe lesion
provides the only definite answer in these cases.
A misdiagnosis of adenoma of the nipple as a carcinoma even on histological
grounds was not at all uncommon with the institution of drastic therapeutic
measures. However, with better recognition of this condition, such mistakes
rarely, if ever occur in present times. Most ofthese tumours have been observed
in female patients. A few cases of adenomas of nipple in male patients have
been reported recently (Shapiro and Karpas, 1965; Burdick et al., 1965; Taylor
and Robertson, 1965).
The striking feature offloridpa'illomatosis (adenoma ofnipple) in our experi-
ence was the occurrence of the lesion in two distinct patterns, the adenomatous
and the papillomatous. The main features of the adenomatous pattern were
tubules lined by a cuboidal and columnar epithelium surrounded by an intact
layer of myoepithelial cells. They were separated by varying proportions of
fibroblastic stroma, the latterbeing the active component in some ofthe tumours.
A few tumours showed a squamous metaplasia of the lining epithelium of the
tubules. The tubules showed slight to moderate proliferation of the lining cells
in some casesmaintaining, however, thegeneralpattern. The mainfeatures ofthe
papillomatous pattern were dilated lactiferous ducts filled with papillary, cribri-
form or solidgrowth ofthe lining cells. A few cases showed evidence ofapocrine
metaplasia of the ducts. The presence of foam cells and necrosis in the ducts
were other features observed.
The tumours maintained a pure pattern with very little intermingling of the
features. Thepapillomatous pattern wasslightly more common in ourexperience being observed in 6 of the II cases.
In addition to histological features certain differences were also noted in the
clinical features. Patientsshowing apapillomatous pattern were older than those
showing an adenomatous pattern. Whereas bleeding from the nipple was a
predominant symptom in the cases belonging to the former group, patients of8 VATSALA M. DOCTOR AND M. V. SIRSAT
the latter group presented themselves with swelling or enlargement of the nipple.
Another difference noted in the two groups was in the duration ofsymptomsbefore
medical advice was sought. With Group I the duration was usually long,
extending over years. With Group II patients it was usually in months. This
shorter duration is most probably due to the frequent tendency to bleeding from
thenipple in the latter group ofpatients.
We feel that the controversy as to whether the tumour should bedesignated as
florid papillomatosis or adenoma of the nipple stems from this basic difference in
the histologic patterns observed. Jones (1955) who first described this condition
under the title offlorid papillomatosis stressed the florid intraductal proliferation
as the essential feature of this lesion. Handley and Thackray (1962) however
pointed out that the histological picture in these cases was primarily that of an
adenomatousproliferation into thenipple stroma rather than into the lumen ofthe
ducts andpreferred to call the lesion adenoma of thenipple as a more appropriate
designation. Most of the subsequent reports (Burdick et al., 1965; Taylor and
Robertson, 1965; Goldman andCooperman, 1970) seem to agree withHandley and
Thackray (1962) and havedesignated the tumour as adenoma. Thepresentstudy
indicates that the lesion shows both the features--the papillomatous pattern
being slightly more common than the adenomatous. In fact, the distinctness of
the two patterns makes one wonder whether we are dealing here with one entity
or two lesions of different pathogenesis-a relation somewhat similar to chronic
cystic mastitis and fibroadenoma of the breast. Many of the features observed
in lesions with the papillomatous pattern show a striking similarity to intracystic
papillomatosis observed in the breast parenchyma. These include papillary
proliferations, apocrine metaplasia and the presence of foam cells. Similar
features have also been observed in the series of cases studied by Nichols et al.
(1958) and Taylor and Robertson (1965). As mentioned by the latter authors,
classification of these lesions as duct papillomatosis is supported by associated
intraductal papillomas and fibrocystic disease with apocrme metaplasia in the
subjacent breast and continuity ofthese lesions with the epithelialproliferation of
major lactiferous ducts. On the other hand lesions showing the adenomatous
pattem remind one of the sweat gland tumours. Our finding of areas similar to
sy-ringadenoma papilliferum in one tumour and similar cases reported by Taylor
and Robertson (1965) lends more support to this concept.
On the basis of our findings and those reported in the literature as mentioned
above, the lesiondesignated as florid papillomatosis or adenoma of the nipple does
not seem to be oneentitybut two distinct lesions ofentirely differentpathogenesis.
In our opinion, the term florid papillomatosis is applicable to lesions showing a
papillomatous pattern and is linked with fibrocystic disease and intracystic papil-
loma ofthe breast. The term adenoma ofthenipple should be reserved for lesions
showing an adenomatous pattern and is related more to the sweatgland tumours.
This is notsurprising asbreast, afterall, is amodifiedsweatglandand aninteresting
relationship between tumours of the breast and sweat glands has been observed
(Lennox, 1962). Both the lesions are ultimately linked histogenetically with the
lactiferous ducts.
One ofthe interesting features of our series was tumour in an accessorynipple.
Although thehistological evidence ofitsbeing an accessorynipple was completely
obliterated by the tumour, the following evidence seems to make it most likely
that the tumour in fact did arise from an accessory nipple; (i) the presence of theFLORID PAPILLOMATOSIS OF NIPPLE 9
small nodule since birth in the milk line beneath theright breast; (ii) enlargement
ofthe nodule with excoriation andoozingforthepast 1 1 years which are character-
istic features ofadenoma ofnipple; (iii) strikinghistological similarity to adenoma
of the nipple with elongated ducts running in all directions separated by a fibro-
blastic stroma and squamous metaplasia of the ducts some of which opened
directly on the surface; (iv) the association of the tumour with papillary syring-
adenoma does not exclude the possibility of its origin from an accessory nipple
as a similar association has been observedbyTaylor and Robertson (1965) in the
nipple itself.
The 5 cases ofintracystic papillomas are similar to those occurring in breast
parenchymas. The otherbenign tumours ofthenipple and areola differ in no way
from their counterparts in other sites of the body; their interest lies in the rarity
of their occurrence in the nipple and areola. Most of these were recognized as
benign lesions clinically. As against these twenty benign tumours of the nipple
andareola, we did not come across asingleexample of aprimarymalignant tumour
of the nipple.
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